99386, and 99387) (12) were included within our study sample. We excluded patients with a personal history of diabetes. This study was approved by the Brigham and Women's Institutional Review Board.
We abstracted information from patient charts regarding demographics, personal medical history, and family history. A family history was considered positive in cases where a first-degree relative had been identified. First-degree relatives included mother, father, sibling, or child. Information was obtained from chart review regarding the ordering of laboratory tests. We conservatively overestimated potential screening for diabetes by including all plasma glucose testing as possible screening for diabetes, regardless of whether the sample was fasting or random. We also reviewed the visit note for any documentation by the provider of inquiring about and counseling with regards to diet and exercise activity.
Demographic data and clinical characteristics were summarized using means and percentiles. For univariate analyses, categorical data were analyzed using the 2 test. Continuous variables were compared using the Wilcoxon's rank-sum test for two median comparisons and a twosample t test for means.
For weight data, 55 patients (11%) did not have weight documented. There were no statistically significant differences in patient characteristics between individuals with their weight recorded and those without weight recorded. Models constructed using imputed weight data (based on sex and age matching) and nonimputed weight data were not significantly different, and the results shown do not include imputed data.
We constructed hierarchal regression models to determine patient and provider factors associated with a family history of diabetes documented within the medical record and used generalized estimating equations to account for physician-level clustering (13) . All analyses were performed using SAS software version 8.2 (SAS Institute, Cary, NC).
RESULTS -A total of 516 new patient annual preventative visits were included in our analysis. Patient characteristics and rates of glucose testing and lifestyle counseling are presented in Table 1 .
Seventy-nine patients (15%) had identified one or more first-degree relative with a history of diabetes. Fifty-two percent of patients with a first-degree relative with diabetes had a plasma glucose determination ordered compared with only 19% of individuals without a family history (P Ͻ 0.0001). There were no statistically significant differences between the two groups with regards to diet or exercise counseling.
In multivariate modeling, a family history of diabetes was strongly associated with a provider ordering plasma glucose, with an odds ratio (OR) of 2.90 (95% CI 1.25-6.71, P ϭ 0.01) even after adjusting for patient age, sex, weight, and systolic blood pressure. Having a first-degree relative affected with diabetes had no influ- CONCLUSIONS -We found that approximately one in six patients presenting to a primary care provider as a new patient for an annual preventive visit had a family member with diabetes. Patients who identified a relative as having diabetes were almost three times as likely to
have a plasma glucose determination when compared with individuals without a family history. Rates of counseling for lifestyle modifications were low, and patients who identified a family history of diabetes received counseling regarding diet and exercise at rates similar or less than patients without a family history of diabetes.
Overall, glucose testing was infrequently performed in our sample, which was likely influenced by the characteristics of our study sample. Although consecutively sampled from new visits, most participants were Ͻ40 years of age. Previous data have suggested that increased age is associated with increased screening rates (14) , and providers may have been less concerned about diabetes in this younger cohort.
Of note, while family history information was strongly associated with glucose testing, familial risks had no influence on lifestyle counseling. Behavioral modification can require substantial time resources, and providers may have been targeting lifestyle-counseling interventions to known diabetic individuals. This strategy, however, results in substantial missed opportunities for primary prevention in high-risk individuals.
As in all chart abstraction studies, the precision of the data collected is limited by the accuracy of the medical records examined. Some providers might have determined that a patient had a family history of diabetes or counseled a patient with regards to diet and exercise but not have recorded this information. To minimize this, we selected visits in which the provider did not identify any competing diagnoses and specifically coded the visit as a preventive or annual exam visit, With mounting evidence suggesting that lifestyle modifications can reduce the likelihood of developing diabetes, it is increasingly important to identify presymptomatic high-risk individuals. Population-based screening for diabetes is not recommended, and current screening efforts target high-risk individuals. Significant opportunities exist in primary care to identify individuals at high risk for diabetes and implement lifestyle interventions. A positive family history of diabetes appeared to have no effect on lifestyle modification counseling, and this could represent a substantial area for improvement. 
